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Abstract  Reviews  the  emergence  of  research  on  ﬁtting  treatment  procedures  to  the  unique
needs and  proclivities  of  patients.  Traditional  research  on  efﬁcacy  of  psychotherapy  focuses  on
the role  of  interventions  and  theoretical  brands,  minimizing  factors  that  cannot  be  randomly
assigned.  This  line  of  research  has  not  realized  its  initial  and  desired  promise,  perhaps  because
it fails  to  incorporate  into  the  study  of  psychotherapy  important  and  effective  treatment  vari-
ations that  are  associated  with  therapist  and  non-diagnostic  patient  factors.  Contemporary
efforts to  ‘‘ﬁt’’  treatments  to  patients  emphasize  the  roles  of  interventions,  participant  fac-
tors, and  contextual/relationship  factors.  For  these  complex  interactions,  any  of  which  reﬂect
factors that  cannot  be  randomly  assigned,  randomized  clinical  trials  (RCT)  protocols  are  inap-
propriate  as  a  ‘‘gold  standard’’.  Several  studies  are  presented  which  illustrate  not  only  the
predictive power  of  incorporating  both  treatment  mediators  and  moderators  into  the  realm  of
psychotherapy  study,  but  the  value  of  a  multi-method  approach  to  research.  Converging  stud-
ies moreover,  provide  a  way  to  incorporate  matching  algorithms  into  decisions  about  assigning
optimal treatments.
©  2015  Asociación  Espan˜ola  de  Psicología  Conductual.  Published  by  Elsevier  España,  S.L.U.
This is  an  open  access  article  under  the  CC  BY-NC-ND  license  (http://creativecommons.org/
licenses/by-nc-nd/4.0/).
PALABRAS  CLAVE Selección  del  tratamiento  más  adecuado  para  cada  paciente
Psicoterapia;
Resumen  Se  revisa  el  surgimiento  de  la  investigación  sobre  procedimientos  de  ajuste  deresultados  del
tratamiento;
eﬁcacia  de
integración;
tratamientos  a  las  necesidades  de  los  pacientes.  La  investigación  tradicional  sobre  la  eﬁcacia
de la  psicoterapia  se  centra  en  el  papel  de  las  intervenciones  y  los  modelos  teóricos,  mini-
mizando los  factores  que  no  pueden  ser  asignados  al  azar.  Esta  línea  de  investigación  no  ha
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psicoterapia  importantes  y  eﬁcaces  variaciones  de  tratamiento  asociadas  al  terapeuta  y  a
factores no  diagnósticos  de  los  pacientes.  Los  esfuerzos  contemporáneos  para  ‘‘encajar’’
tratamientos  a  pacientes  destacan  el  papel  de  las  intervenciones,  de  factores  participantes  y
de factores  contextuales/relacionales.  Estas  complejas  interacciones  reﬂejan  factores  que  no
pueden ser  asignados  al  azar,  ensayos  clínicos  aleatorizados  (ECA)  que  son  inapropiadas  como
‘‘estándar  de  oro’’.  Se  presentan  varios  estudios  que  ilustran  no  sólo  el  poder  predictivo  de
la incorporación  de  ambos  mediadores  y  moderadores  de  tratamiento  en  el  ámbito  de  estudio
de la  psicoterapia,  sino  también  el  valor  de  un  enfoque  multi-método  de  investigación.  Estu-
dios convergentes  proporcionan  una  manera  de  incorporar  algoritmos  en  las  decisiones  sobre  la
asignación  de  tratamientos  óptimos.
© 2015  Asociación  Espan˜ola  de  Psicología  Conductual.  Publicado  por  Elsevier  España,  S.L.U.
Este es  un  artículo  Open  Access  bajo  la  licencia  CC  BY-NC-ND  (http://creativecommons.org/
licenses/by-nc-nd/4.0/).
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what  became  the  STS.  Some  principles  identiﬁed  strate-Planning  and  assigning  a  patient  to  a  treatment  that  opti-
izes  gains  and  ﬁts  the  patient’s  needs  is  a  shared  objective
mong  clinicians.  However,  selecting  the  most  appropriate
reatment  for  each  patient  can  be  a  nebulous  and  unreli-
ble  task,  varying  by  the  clinician’s  biases  and  theoretical
raining  and  with  uncertain  or  unmeasured  results.  There  are
ifferent  ways  to  identify  and  select  a  particular  treatment
ourse.  Rational  approaches  rely  on  the  particular  formula-
ions  of  each  clinician  and  are  largely  based  on  theoretical
osture  and  personal  experience.  Alternatively,  empirically
upported  treatments  favor  diagnosis-speciﬁc  interventions,
hosen  from  a  selection  of  name-brand  approaches  that  have
een  proven  to  be  more  effective  than  no-  or  usual  treat-
ent  in  at  least  two  randomized  studies.  This  approach
alls  prey  to  a  tendency  to  ignore  both  individual  patient
ariations  and  the  importance  of  contextual  and  partici-
ant  factors  beyond  therapy  brand  and  patient  diagnosis.
 third  method  articulates  treatment  selection  as  a  pro-
ess  that  focuses  on  the  identiﬁcation  and  application  of
uiding  principles,  as  opposed  to  broad  theoretical  models,
hat  have  been  found  to  be  related  to  the  efﬁcacy  of  each
nique  patient-therapist  dyad.  These  principles  are  drawn
rom  research  ﬁndings  on  the  roles  of  treatment  contexts,
nterventions,  and  participant  factors,  and  incorporate  con-
ributors  to  an  optimal  ‘‘ﬁt’’  beyond  those  found  in  the
rand  of  treatment  and  the  diagnosis  of  the  patient.  The
ontemporary  approach  that  best  represents  this  method
f  assigning  treatment  is  Systematic  Treatment  Selection
STS;  Beutler,  Clarkin,  &  Bongar,  2000).  STS  is  an  inte-
rative  model  of  assessment  and  treatment  delivery  that
raws  on  the  roles  of  individual  dispositional  factors  (patient
haracteristics)  and  corresponding  or  matching  interven-
ions.  Patient  factors  and  treatment  strategies  are  both
rawn  from  research  evidence  that  certain  patterns  rep-
esent  indices  of  ‘‘ﬁt’’.  In  other  words,  STS  provides  the
linician  with  a  set  of  empirically  informed  guidelines  about
sing  different  psychotherapeutic  strategies  depending  on
 patient’s  proclivities,  needs,  and  overall  proﬁle  charac-
eristics.  The  principles  that  constitute  STS  are  themselves
rawn  from  research  on  three  domains  or  classes  of  variables
hat  mediate  or  moderate  change:  participant  factors,  inter-
entions,  and  relationship  qualities  (Beutler  &  Clarkin,  1990;
eutler  et  al.,  2000;  Beutler  &  Harwood,  2002;  Castonguay  &
eutler,  2006;  Constantino,  Beutler,  &  Castonguay,  in  press;
orcross,  2002,  2011).
g
c
oThe  development  of  Systematic  Treatment  Selection
STS)  relies  on  a  long  history  of  psychotherapy  research  con-
ucted  throughout  North  and  South  America  and  Europe.
TS  aims  to  identify  both  variables  and  approaches  that
re  translatable  across  various  cultures  and  individuals  and
hose  that  are  unique  to  each  treatment  or  culture.  Its  foun-
ational  research  is  comprised  of  ﬁndings  that  have  been
xtracted  from  studies  using  a variety  of  research  designs.
he  compilation  of  ﬁndings  from  multiple  methods  is  thought
o  ensure  that  the  conclusion  rest  on  sound  scientiﬁc  prin-
iples  pertaining  to  how  people  are  helped  psychologically
nd  emotionally.
The  objectives  of  this  paper  are  to:  1)  brieﬂy  review  the
evelopment  of  Systematic  Treatment  Selection  (STS)  within
he  context  of  the  history  of  psychotherapy  research;  2)
dentify  the  primary  assumptions  and  research  methods  used
n  this  approach  compared  to  more  conventional  models;  3)
escribe  the  measures  and  methods  used  to  test  the  model;
nd  4)  present  the  current  status  of  ‘‘matching’’  research,
ia  examples  from  our  own  research  program.
istory of psychotherapy research in the
evelopment of STS
oughly,  one  can  differentiate  among  four  different  epochs
hat  mark  the  evolution  of  psychotherapy  integration,  culmi-
ating  in  the  STS  system  and  other  integrative  approaches.
hese  epochs  began  with  the  search  for  common  healing
actors  (Epoch  #1)  and  then  progressed  to  the  exploration  of
ailoring  the  use  of  patient  speciﬁc  procedures  or  ‘‘technical
clecticism’’  (Epoch  #2).  The  third  epoch  saw  the  introduc-
ion  of  integration/eclecticism  as  a  formal  school  (Lazurus,
967),  and  in  turn,  the  differentiation  of  eclecticism  and
ntegrationism.  With  these  changes,  there  was  a return  to
‘schools’’  (Epoch  #4)  with  a  focus  on  ﬁnding  evidence  based
reatments  that  reliably  produced  change.  It  is  during  this
poch  of  change,  that  the  ﬁeld  of  integrative  psychotherapy
as  achieved  a  degree  of  formality  as  a distinct  approach,
s  interest  in  it  has  been  shown  to  be  durable  and  stable.
Each  epoch  has  contributed  foundational  principles  toic  relationships  that  are  common  across  approaches  and
lients;  others  identiﬁed  strategies  which  cut  across  the-
ries  to  systematically  predict  outcome  of  psychotherapy,
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and  still  others  identify  important  extra-therapy  factors  that
affect  change.  Ultimately,  the  principles  were  extracted  and
ordered  in  the  most  economical  way  for  optimizing  individ-
ual’s  ability  to  engage  both  in  direct  behavior  change  and  to
cultivate  the  emotions  and  perspectives  that  contributed  to
indirect  (mediated)  change.
Epoch  #1:  Common  Factors  as  an  Integrated  Approach
(1940s-1980s).  As  psychotherapy  approached  its  50th
anniversary,  there  had  developed  a  number  of  different
styles  and  theoretical  schools  (Beutler,  2009).  Each  therapist
offered  his  or  her  own  approach  as  a  model  for  theory  and
change.  Those  interested  in  rapproachment,  however,  took
these  theories  as  evidence  of  the  lack  of  efﬁcacy  and  sought
to  identify  common  sources  of  inﬂuence  among  them.  The
nature  of  the  commonalities  centered  largely  on  the  faith
of  the  therapist  and  the  quality  of  the  relationship,  with  the
likes  of  Rogers  (1957)  asserting  that  these  qualities  were
universally  responsible  for  virtually  all  therapeutic  change.
Research  on  these  common  qualities  emphasized  the  similar-
ity  of  effects  among  the  major  theories  and  offered  selective
research  reviews  as  evidence  for  the  common  factors  per-
spective  (e.g.,  Luborsky,  Chandler,  Auerbach,  Cohen,  &
Bachrach,  1971;  Meltzoff  &  Kornreich,  1970;  Rogers,  1980;
Strupp,  1978;  Truax  &  Mitchell,  1971).
Epoch  #2:  Technical  Eclecticism  (1960s-1980s).  The  idea
that  different  procedures  could  be  used  for  different  clients’
problems  began  to  be  formalized  in  eclectic  theory.  Techni-
cal  eclecticism  is  the  effort  to  differentially  apply  a  menu
of  relevant  techniques  to  different  patients  in  the  effort
to  optimize  treatments  of  well-suited  clients  (e.g.,  Beutler,
1983;  Goldstein  &  Stein,  1976;  Lazurus,  1967;  Thorne,  1957).
Among  the  touted  beneﬁts  of  technical  eclecticism  was  that
it  enabled  therapists  to  use  diverse  strategies  which  cut
across  theories  to  ﬁt  clients’  needs.  The  downside  of  this
assumption  as  the  failure  of  a  systematic  framework  to
emerge  by  which  one  could  ensure  that  the  various  tech-
niques  were  applied  reliably.  Also  missing  was  a  classiﬁcation
system  that  identiﬁed  the  indicators  and  contraindicators
for  the  items  on  the  technical  menu.  Concurrently,  eclec-
tic  therapists,  professing  multiple  theoretical  allegiances,
existed  along  side  of  therapists  who  advocated  vociferously
for  one  or  another  of  them.  Battles  among  theories  and  the-
orists  heated  up  and  the  ﬁrst  comparison  studies  that  were
undertaken  in  the  1950s  were  welcomed  and  the  idea  caught
ﬁre  in  the  1960s  and  70s.
Epoch  #3:  Introduction  of  Integrationism  and  its  vari-
ations  (1980s-2000s).  Integrationism  initially  was  seen
through  a  relatively  limited  lens.  It  was  represented  as
the  merging  of  two  or  more  theoretical  models  into  a new
theory  of  psychotherapy  which,  in  turn,  was  distinguished
from  eclecticism  by  its  devotion  to  theoretical  foundations
(Norcross,  1986).  Eclectic  therapists  maintained  that  they
chose  a  technique  atheoretically,  because  it  was  effective,
regardless  of  the  theoretical  foundation  by  which  it  came
into  being,  was  understoond,  or  by  whom  it  was  used.  Inte-
grative  therapists,  in  contrast,  investigated  the  how  and
why  of  client  change  through  the  merging  of  two  or  more
theories.  A  truly  theoretical  integration  is  very  difﬁcult  to
achieve,  however,  since  it  requires  developing  a  compati-
ble  union  from  two  or  more  different  approaches,  each  of
which  was  wedded  to  a  particular  nomenclature  and  causal
assumption.  By  the  same  token,  eclecticism  managed  to
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rove  only  that  the  variations  among  therapists  and  their
se  of  procedures  precluded  the  development  of  workable
enus.  Ultimately,  maintaining  a  clear  distinction  between
ntegration  and  eclecticism  was  probably  doomed  from  the
tart.
Epoch  #4:  A  return  to  ‘‘Schools’’  and  a stabiliza-
ion  of  interest  in  integration/eclecticism  (2000s-present).
he  introduction  of  randomized  clinical  trials  (RCTs),  a
esearch  model  that  had  been  developed  in  psychophar-
acy,  has  become  touted  over  time  as  the  ‘‘gold  standard’’
or  psychotherapy  outcome  research  (Kendall  &  Beidas,
007).  And  with  the  introduction  of  RCT  methods  as  the
tandard,  so  changed  the  face  of  psychotherapy  research
or  the  next  decades.  Research  programs  rapidly  shifted
heir  aims  from  ﬁnding  commonalities  and  peculiarities
mong  therapists  and  their  use  of  interventions  to  that
f  the  efﬁcacy  of  disembodied  interventions.  Psychother-
py  no  longer  saw  therapists  or  clients  as  parts  of  the
reatment.  Instead,  psychotherapy  was  deﬁned  in  terms
f  ‘‘Evidence  Based  Treatments’’  (EBTs)  that  conceptu-
lly  existed  independently  of  therapists  or  clients.  In  the
rst  example  of  an  RCT  being  applied  to  psychotherapy,
he  Treatment  of  Depression  Collaborative  Research  Pro-
ram  (TDCRP),  assigned  depressed  patients  randomly  to  four
anualized  protocols–Interpersonal  Therapy  (IPT;  Klerman,
eissman,  Rounsaville,  &  Chevron,  1984),  Cognitive  Ther-
py  (CT;  Beck,  Rush,  Shaw,  &  Emery,  1979),  medication  plus
linical  management,  and  pill  placebo  plus  clinical  manage-
ent.  Perhaps  not  surprisingly  in  retrospect,  few  differences
ere  found  among  the  four  treatment  groups.
And,  the  Dodo  bird  effect  persisted  through  the  decades
f  RCT  methodologies—all  treatments  produce  very  similar
ffects.  For  example,  In  the  Vanderbilt  Project  II,  therapists
ere  trained  to  deliver  a  manualized  treatment  of  Time
imited  Dynamic  Psychotherapy  (TLDP;  Strupp  &  Binder,
984),  minimizing  therapist  effects  by  selection  and  training
nd  reducing  patient  variability  by  selection  and  homoge-
ization  on  responses  to  structured  personality  tests.  Again,
reatments  were  minimally  different.  Each  approach  seeks
o  demonstrate  both  its  efﬁcacy  with  a  particular  diagnos-
ic  group  of  patients  and  its  superiority  over  alternative
reatments  (e.g.,  treatment  as  usual,  placebo  treatment,
r  an  alternative  treatment).  But,  for  the  more  part,  the
fforts  have  been  minimally  successful.  Most  psychother-
pies  obtain  equivalent  effects  to  one  another;  diagnostic
roupings  account  for  little  of  the  change,  and  therapist
nd  patient  differences,  independently  of  treatment,  still
ccount  for  most  of  the  changes  observed  (Norcross,  2011).
Though  its  value  is  still  assumed  in  many  quarters  and
till  debated  in  others,  it  does  seem  clear  that  the  adoption
f  RCTs  as  the  research  standard  has  supported  a  move-
ent  back  to  ‘‘pure’’  theories  and  horse  races  among  them.
oncomitantly,  however,  the  prevalence  of  the  Dodo  bird
erdict  among  highly  controlled  studies  has  facilitated  a  sta-
ilization  of  purpose  and  approaches  within  the  integrative
ommunity.  Integration  has  come  to  represent  a multitude
f  different  approaches.  These  approaches  are  bound  both
y  their  reliance  on  research  evidence  as  a  stabilizing  force
nd  on  their  assumption  that  not  all  therapies  are  effective
or  all  people.  Thus,  this  coalition  forms  a  Big  Tent  under
hich  speciﬁc  integrative  and  eclectic  models  share  com-
on  values  and  resources  in  their  search  for  treatments
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hat  are  both  common  and  speciﬁc,  operate  according  to
mpirically  derived  principles,  and  remain  cross-cutting  in
he  applications,.
The  search  for  and  articulation  of  principles  of  change
nd  strategies  of  implementation  represent  contemporary
ntegrationism.  Identiﬁcation  of  cross-cutting  and  empiri-
ally  derived  principles  of  change  comprise  a  middle  position
etween  the  technical  focus  of  early  eclecticism  and  the
heoretical  focus  of  early  integrationism  (Goldfried,  1982).
t  one  end  of  the  contemporary  Integrative  Spectrum,
ssimilative  Integration  (e.g.,  based  on  Psychodynamic  The-
ry  (e.g.,  Castonguay,  Newman,  Borkovec,  Holtforth,  &
aramba,  2005),  one  of  the  emerging  models,  for  exam-
le,  blends  adherence  is  a  modern  rendition  of  the  effort
o  combine  adherence  with  a  particular  theoretic  model
ut  allows  multi-method  interventions.  At  the  other  end
f  the  integrative  spectrum  STS  eschews  the  adoption  of
ny  particular  theoretical  model.  Instead,  a  foundation  of
mpirically  derived  principles  and  strategies  are  framed  as
he  means  by  which  models  are  implemented.
It  is  in  the  explication  of  these  principles  that  Beutler  and
is  colleagues  (Beutler,  Blatt,  Alimohamed,  Levi,  &  Angtuaco
006;  Beutler  &  Clarkin,  1990;  Beutler  et  al.,  2000;  Beutler
 Harwood,  2002;  Constantino  et  al.,  In  press)  followed
n  developing  principles  of  psychotherapy,  an  integrative
odel-  the  STS.  Psychotherapy  research  has  an  extensive
istory  that  extends  to  the  early  1900’s.  And  through  most  of
his  history,  eclectic  and  integrative  approaches  have  been
art  of  the  scene.  Even  the  early  common  factors  approach
o  psychotherapy  has  been  touted  as  an  integrated  approach
o  psychotherapy.  Between  1940  and  1980  research  focused
argely  on  identifying  patient,  therapist,  and  relationship
actors  that  accounted  for  the  preponderance  of  therapeutic
hange  (Luborsky  et  al.,  1971;  Meltzoff  &  Kornreich,  1970;
ogers,  1957;  Strupp,  1978;  Truax  &  Mitchell,  1971).  This
esearch  on  common  factors-based  interventions  initially
xisted  alongside  psychoanalysis  and  behaviorism,  neither
f  which  gave  much  credence  to  relationship  and  contextual
ariables.  Furthermore,  minimal  attention  was  paid  to  treat-
ent  matching  techniques  that  encompassed  more  than  the
road  and  often  arbitrary  differentiation  of  psychoanalytic
sychotherapy,  supportive  therapy,  and  psychoanalysis.  In
he  last  decade,  under  the  inﬂuence  of  the  range  of  integra-
ive  perspectives,  so-called  ‘‘integrative’’  psychotherapy
ractice  has  come  to  reﬂect  multiple  ways  of  bringing  psy-
hotherapies  together  at  the  theoretical,  procedural,  or
ommon  principle  leves.  Such  integration/eclecticism  has
ecome  an  accepted  practice,  even  entering  the  fray  by
hich  psychotherapy  models  are  tested  and  applied  as  Evi-
ence  Based  Treatments  (EBTs).
he assumptions underlying
mpirically-Supported Treatments (ESTs) vs.
vidence-Based Principles (EBPs) of STS
hat  are  empirically  supported  treatments  (EST)?  It  is
ssumed  by  most  who  would  hear  this  term,  that  these  treat-
ents  are  based  on  rigorous  empirical  support.  However,  in
eality  the  term  has  been  deﬁned  to  restrict  evidence  of
fﬁcacy  to  studies  that  have  applied  a  RCT  methodology.
ccordingly,  it  is  assumed  that  only  this  methodology  will
f
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llow  one  to  construct  causal  chains  by  which  treatment
an  be  seen  to  produce  change.  This  is  an  overstatement
f  the  value  of  RCTs  as  applied  to  psychotherapy  research
nd  an  understatement  of  the  role  of  other  scientiﬁc  meth-
ds  to  determine  causal  chains.  However,  while  RCTs  have
rovided  clinical  psychology  with  the  assurance  that  psy-
hotherapy  works  and  is  better  than  nothing,  a  reliance
n  this  one  methodology  introduces  limitations  in  clinical
ecision  making  (Beutler  &  Forrester,  2014).  In  reality,  the
se  of  RCTs  in  psychotherapy  have  had  to  be  modiﬁed  to
liminate  many  of  advantages  of  randomization.  For  exam-
le,  in  pharmacological  research,  neither  the  patient  nor
he  clinician  is  aware  of  the  treatment  being  offered.  This
ind  of  control  is  necessary  to  preserve  the  value  of  the  ran-
omization  process.  But,  in  psychotherapy,  it  is  impossible
or  the  principle  participants  to  be  blind  to  the  treatment
sed.  Likewise,  in  pharmacological  research,  each  element
f  the  treatment  can  be  randomized,  but  in  psychotherapy
here  the  treatment  is  embodied  within  the  persons  giv-
ng  and  receiving  it,  the  task  of  randomization  is  out  of  the
uestion.  Can  one  randomly  assign  therapists  to  different
elief  systems?  Is  culture  a  random  event?  Are  preferences
apable  of  being  randomized  across  samples  of  patients  and
herapists?  Yet  all  of  these  factors  are  embedded  in  the  par-
icipants  within  psychotherapy  and  constitute  aspects  of  the
‘treatment’’.  Clearly,  not  all----and  maybe  not  even  many–
spects  of  treatment  can  be  randomly  assigned  to  therapists
nd  patients.
Speciﬁcally,  the  RCT  methodology  tends  to  ignore  the
ide  differences  that  exist  among  patients  who  have  similar
iagnoses.  Many  of  these  differences  inﬂuences  the  types  of
nterventions  that  will  be  acceptable  and  not  acceptable.
hus,  RCT  methodologies  are  insensitive  to  many  of  the
ery  factors  that  deﬁne  a  patient’s  receptivity  to  the  inter-
entions  uses.  The  diagnostic  grouping  emphasized  by  RCT
ethodology,  are  implicitly  assumed  to  embody  most  of  the
actors  that  determine  one’s  responsiveness  to  treatment.
ny  remaining  differences,  are  likewise,  assumed  either
o  be  irrelevant  to  symptom  change  or  are  such  that  ran-
om  assignment  will  control  their  differential  inﬂuences
Beutler  &  Forrester,  2014).  Under  this  perspective,  per-
ons  with  a  diagnosis  of  Major  Depression  are  considered  to
e  substantially  all  the  same  as  one  another  on  treatment
elated  predictors  and  are  inherently  different  from  those
ith  another  a  diagnosis  (the  control  group).  In  reality,  disor-
ers  exist  on  a  continuum,  and  with  many  facets;  depression
ooks  different  across  individuals,  and  even  ‘‘healthy’’  per-
ons  can  experience  depression.
In  addition,  the  extrapolation  of  RCT  ﬁndings  to  practice
alls  for  clinician’s  to  select  among  over  200  treatment
anuals  and  then  to  maintain  strict  adherence  to  that  one
elected  (Beutler,  2009).  This  seems  like  an  onerous,  if  not
mpossible  task.  Not  only  are  there  countless  treatment
anuals,  under  the  weight  of  which  clinicians  would  surely
e  crushed,  many  of  the  treatment  brands  contain  nearly
biquitous  features.
These  factors  alone  could  account  for  why  RCTs  have
ailed  to  demonstrate  treatment  speciﬁcity  or  superiority
or  any  of  the  major  brands  (Norcross,  2011;  Wampold,
001)  and  why  EBTs  account  for  only  a  small  percent-
ge  of  the  total,  observed  changes  (Beutler,  Malik  et  al.,
003;  Norcross  &  Lambert,  2006).  The  limitations  of  RCTs
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as  a  ‘‘gold  standard’’  could  be  avoided  if  one  thinks  both
of  ‘‘psychotherapy’’  as  including  the  healing  role  of  fac-
tors  that  may  be  used  by  therapists  but  that  are  not,
strictly  speaking,  interventions  in  their  own  right  (e.g.,
preferences,  expectations,  proclivities,  etc.)  and  of  psy-
chotherapy  research  as  a  process  rather  than  a  single  study.
It  should  be  recognized  that  while  RCTs  call  for  clinicians
in  the  study  to  adhere  to  the  very  tight  guidelines  espoused
in  the  treatment  manuals  (assuming  they  are  actually  able
to  do  so)  in  order  to  bolster  reliability  and  internal  validity,
in  reality,  clinicians  do  not  just  read  from  the  manual  and
add  nothing  further  to  therapy  (Beutler,  2009).  Psycholo-
gists  who  advocate  applications  of  EBPs  (e.g.,  effectiveness
research)  should  question  to  what  extent  the  results  of  RCTs
based  on  these  narrow  guidelines  can  be  applied  to  the
diverse,  multi-faceted  and  complicated  reality  that  exists
in  an  actual  client-therapist  setting.
Instead  of  accepting  the  claim  made  by  many  clinical
scientists  that  RCTs  are  the  only  way  to  establish  cau-
sation,  researchers  and  psychologists  should  expand  their
perspectives  to  include  other  methodologies  and  statistical
procedures  in  their  effort  to  establish  causal  links  (Beutler,
2009,  2014;  Beutler,  Moleiro  et  al.,  2003).  Assigning  a  sin-
gle  research  methodology  to  the  role  of  gate  keeper  to
the  assignment  of  causal  relationships  ignores  additional
factors  such  as  context,  patient  and  therapist  character-
istics,  characteristics  of  the  therapeutic  relationship  and
other  factors  that  contribute  to  the  effects  of  psychotherapy
(Beutler,  2009;  Beutler  &  Forrester,  2014).  Clinical  Science
could  learn  much  from  other  sciences  which  are  faced  with
the  limitations  of  RCTs  and  who  have  then  made  huge  break-
throughs  (such  as  the  ‘‘Big  Bang’’  and  evolution  theories)
by  adopting  the  use  of  multiple  converging  methods  and
computer  models  to  extend  their  conceptualizations  of  cau-
sation  (Beutler,  2009).
Systematic  Treatment  Selection  (STS)  is  an  example  of  an
EST  that  arose  in  response  to  the  aforementioned  criticisms
and  which  has  amassed  considerable  empirical  support.  STS
research  rejects  the  categorization  of  participants  based  on
diagnosis;  instead  favoring  a  formulation  that  emphasizes
the  ﬁt  of  the  patient  and  the  treatment  within  the  context
of  individual  factors  that  impact  the  efﬁcacy  of  psychother-
apy  (Harwood  &  Beutler,  2008).  STS  research  also  integrates
different  views  by  asserting  that  there  are  clusters  of  inter-
ventions  whose  methods  differ  but  whose  objectives  and
demand  characteristics  are  similar  (e.g.,  there  are  lots  of
ways  to  be  directive)  that  can  serve  to  assess  cross-cutting
treatment  ﬁt  (Harwood  &  Beutler,  2008).
Measures and methods used to test STS
The  methodology  of  STS  was  developed  by  the  application  of
Aptitude  Treatment  Interaction  (ATI)  research  designs  which
center  on  identifying  client  variables  that  mediate  (i.e.,
facilitate)  and  moderate  (i.e.,  differentially  facilitate)  the
effects  of  interventions  (Beutler  &  Clarkin,  1990;  Beutler
et  al.,  2000).  The  STS  principles  which  are  encompassed
in  identifying  the  obptimal  ‘‘FIT’’  of  treatment  for  a  par-
ticular  patient,  is  highly  dependent  upon  having  a  reliable
and  valid  measure  of:  a)  the  patient’s  standing  on  the  criti-
cal  dimensions  that  mediate  or  moderate  treatment,  b)  the
a
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ctive  ingredients  of  the  treatment  as  it  is  applied,  and  3)
utcome.  Achieving  the  measurement  tools  required,  pro-
eeded  in  four  steps,  each  one  of  which  was  linked  closely
o  the  derivation  of  factors  that  constitute  Optimal  Fit  and
eaningful  Change.
tep  #1:  Identifying  patient  factors  that  mediate
hange
he  ﬁrst  step  in  deriving  measures  was  to  identify  client
actors  that  predict  change  (Mediators).  Multiple  compre-
ensive  reviews  of  outcome  literature  on  Major  Depression
nd  subsequently,  Anxiety  Disorder  and  Chemical  Abuse
ere  looked  for  cross-theory  and  cross-population  predic-
ors  of  change  (Beutler  &  Clarkin,  1990;  Beutler  et  al.,
000;  Castonguay  &  Beutler,  2006;  Norcross,  2002,  2011).
epeated  consensual  ratings  were  used  to  reduce  the  list  of
lient  variables  and  develop  a taxonomy  of  factors  within
nd  outside  of  the  treatment  itself  that  mediate  change.
Beutler  et  al.  (2000)  consolidated  the  research  ﬁndings
nto  four  major  clusters  of  clients’  traits  which  correlated
ith  change:  1)  functional  impairment  (i.e.,  co-morbidity,
hronicity,  social  support,  and  symptom  intensity);  2)  coping
tyles-preferred  response  to  change/stress  (i.e.,  exter-
alizing  patterns  and  internalizing  patterns);  3)  trait-like
esistance  from  avoidance  to  reactance;  and  4)  subjec-
ive  distress.  Castonguay  and  Beutler  (2006),  through  a
eries  of  independently  conducted  reviews,  added  four  more
lient  factors  from  extant  research.  These  included  stage  of
eadiness  for  change,  preferences  for  ‘‘type’’  of  therapist,
emographic  variables  (e.g.,  age,  education,  culture,  gen-
er  etc),  and  symptom  groupings  (i.e.,  dysphoria,  anxiety,
ubstance  use  and  personality).
The  Systematic  Treatment  Selection-Clinician  Rating
orm  (STS-CRF;  Fisher,  Beutler,  &  Williams,  1999)  was  a
esearch  instrument  that  asked  clinicians  to  assess  the
atient’s  status  on  each  of  the  dimensions  identiﬁed.  This
easurement  constituted  one  side  of  the  treatment  ‘‘ﬁt’’
lgorithm.  It  included  ratings  of  aspects  of  symptoms  that
eﬂect  concepts  of  change,  thus,  permitting  the  clinician  to
hart  patient  progress  as  well  as  to  predict  treatment  efﬁ-
acy  based  on  the  role  of  various  personal  moderators  (e.g.,
oping  style,  resistance  traits,  etc.)  of  treatment.
tep  #2:  Identifying  corresponding  treatment
actors
he  second  step  in  the  process  of  developing  the  STS  system
as  to  identify  common  and  speciﬁc  characteristics  of  treat-
ent  whose  effects  are  moderated  by  patient  qualities.  This
tep  included  the  initial  efforts  to  identify  and  measure  dis-
inguishing  and  resulted  in  the  development  of  proﬁles  that
istinguished  among  treatments  and  sub-types  of  Cognitive
herapy.  In  addition  to  treatment  factors  that  emerged  in
he  literature  reviews  (e.g.,  Beutler  et  al.,  2000;  Castonguay
 Beutler,  2006),  efforts  to  deﬁne  characteristics  of  treat-
ent  that  distinguish  different  models  of  treastment,  we
lso  sought  to  develop  treatment  proﬁles.
This  task  started  with  the  same  review  of  literature
hat  resulted  in  identifying  patient  characteristics  (Beutler
t  al.,  2000). As  the  psychotherapy  literature  was  reviewed,
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e  noted  speciﬁc  procedures  as  well  as  clusters  of  pro-
edures  that  mediated  the  processes  of  change  as  well
s  those  whose  effects  were  moderated  by  the  identiﬁed
atient  characteristics.  The  initial  list  was  then  subjected
o  a  process  of  discussion  among  the  research  teams,  the
im  of  which  was  to  cluster  the  techniques  into  groups
ith  common  identifying  characteristics.  This  resulted  in  the
evelopment  of  the  Process  Rating  Scale  (PRS).
In  initial  research,  the  PRS  proved  capable  of  dif-
erentiating  among  treatments  and  therapists  as  well  as
f  identifying  important  treatment-based  correlates  of
hange  (Malik,  Beutler,  Gallgher-Thompson,  Thompson  and
limohamed,  2003).  Malik  et  al.  (2003)  compared  8  man-
alized  treatments  and  one  treatment  as  usual  (TAU),
sing  samples  that  had  been  used  in  prior  psychother-
py  research  studies.  The  treatments  were  rated  via  video
nd  audio  tapes  using  the  PRS  research  instrument.  The
 manualized  treatments  included  psychodynamic  ther-
py,  experiential/gestalt  therapy,  prescriptive  therapy,
elf-directed  therapy,  pharmacotherapy  plus  support,  and
ognitive  therapy  in  three  different  formats–group,  couple,
nd  individual.  The  procedure  revealed  consistent  proﬁles
hat  distinguished  the  treatments  as  well  as  correctly  clas-
ifying  the  degree  of  similarity  (e.g.  the  formats  of  Cognitive
herapy).  They  identiﬁed  six  major  dimensions  which  com-
rised  the  proﬁles  or  patterns  by  which  treatments  could  be
dentiﬁed.  These  dimensions  included:  1)  intensity  (dura-
ion,  frequency);  2)  format  (multi-person  vs  individual);
)  treatment  mode  (pharmacology,  psychosocial,  commu-
ity);  4)  focus  (insight/awareness  vs  symptom-oriented);
)  therapist  directiveness  (directive  vs  evocative);  and  6)
eans  of  affective  regulation  (affect  control  vs  affect  dis-
harge/cathartic).  These  dimensions  were  incorporated  as
cales  in  the  PRS.
From  the  results  of  initial  tests  of  therapy  and  patient
actors  that  predicted  change,  it  was  now  possible  to
rticulate  the  principles  that  represented  these  relation-
hips.  Research  ﬁndings  in  which  the  classes  of  patient  and
reatment  variables  directed  us  to  the  patterns  that  charac-
erized  their  interactions.  From  these  patterns,  iterations
nd  re-iterations  resulted  in  the  articulation  of  18  princi-
les  related  to  the  treatment  of  depression  (Beutler  et  al.,
000).  These  principles  expressed,  in  common  language,  the
elationships  among  patient,  context,  intervention,  and  out-
omes.
In  a  subsequent,  more  extensive  review  that  covered
esearch  on  personality  disorder,  chemical  abuse,  depres-
ion,  and  anxiety,  as  well  as  45  independent  authors,  61
rinciples  were  identiﬁed  (Castonguay  &  Beutler,  2006).
hese  principles  required  the  addition  of  a  number  of
ariables  which,  in  turn,  were  classiﬁed  as  participant,
nterventions,  and  contextual  factors.
tep#3:  Finalization  of  clinically  useful  measures
n  the  third  step  in  the  developmental  process,  in  this
tep,  the  STS-CRF  (now  the  STS/Innerlife)  was  modiﬁed
nd  updated  and  the  PRS  (now  the  TPRS)  were  modiﬁed,
tandardized  and  ultimately  tested  for  accuracy  of  clini-
al  predictions.  The  STS-Clinician  Rating  Form  (STS-CRF;
orbella  et  al.,  2003;  Fisher  et  al.,  1999)  initially  developed
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o  identify  client  presenting  problems  and  client  mediating
nd  moderating  traits  which  were  identiﬁed  in  the  step  one
as  updated.  The  revised  scale,  the  STS/innerlife  (Beutler,
illiams,  &  Norcross,  2008)  offers  reliable  measurement
f  the  surviving  constructs  with  proven  ability  to  predict
hange.  The  STS/innerlife  (Beutler  et  al.,  2008)  uses  a  self-
eport  format  to  identify  patient  status  on  22  symptom
cales  and  the  variety  of  moderating  and  mediating  variables
dentiﬁed  by  Beutler  et  al.  (2000)  and  by  Castonguay  and
eutler  (2006), drawing  from  a  wide  body  of  research  that
as  focused  on  relationship  and  individual  differences  as
redictors  of  change  (Castonguay  &  Beutler,  2006;  Norcross,
011).
Speciﬁcally,  the  STS/innerlife  measures  22  symptom
cales,  ﬁve  symptom  subscales,  a  risk  of  self-injury  scale,
s  well  as  a  ‘‘lie’’  scale  to  evaluate  a  patient’s  level  of
andidness.  The  particular  questions  included  in  this  tool
ssess  for  patient-treatment  ﬁt  as  well  as  the  patient’s
evel  of  readiness  for  change.  An  additional  eight  questions
ddress  patient  demographics  while  13  items  help  to  gage
he  client’s  preferences  and  interests  with  respect  to  self-
elp  resources.  The  result  of  this  measure  is  the  production
f  two  reports,  one  for  both  the  patient  and  the  practicing
linician.  A  graphic  and  narrative  output  and  outcome  track-
ng  of  symptoms  is  also  offered  following  completion  of  this
ool.
The  Process  Rating  Scale  (now  called  the  Therapy  Pro-
ess  Rating  Scale----TPRS–was  also  revised.  The  original  PRS
as  factor  analyzed  (Kimpara,  Regner,  &  Beutler,  2013)
o  yield  5  stable  cross-cultural.  The  current  TPRS  is  rela-
ively  short  and  via  participant  ratings  of  sessions,  yields
ve  factors  whose  patterns  deﬁne  differences  that  mat-
er  in  psychotherapy  of  application:  1)  therapist  style
from  directive  to  evocative);  2)  facilitating  change  through
nsight/awareness,  3)  facilitating  direct  symptom  change;
)  therapist  skillfulness;  and  5)  inducing  emotional  arousal
o  support.
The  TPRS  has  been  used  along  with  the  STS  patient
easure  to  test  the  predictive  validity  of  the  principles
nderlying  the  STS  and  to  cross  validate  the  predictive
ower  of  the  identiﬁed  matching  variables  (Beutler  et  al.,
000;  Beutler,  Forrester,  Gallagher-Thompson,  Thompson,
 Tomlins,  2012;  Beutler,  Moleiro  et  al.,  2003).  The  use  of
hese  instruments  in  clinical  practice  is  modeled  in  relevant
esearch  on  the  predictive  power  of  STS-derived  measures
f  predictors  of  optimizing  ‘‘ﬁt’’  of  therapy  and  patient
actors.
tep  #4:  Validation  of  treatment  predictors  using
onverging methods
n  order  to  achieve  the  aim  of  identifying  particular  patient
actors  that  predict  change,  STS  researchers  have  conducted
ultiple  comprehensive  reviews  of  outcome  literature  on
ajor  Depression,  Anxiety  Disorder,  and  Chemical  Abuse,
ith  the  hope  of  ﬁnding  cross-theory  and  cross-population
redictors  of  change  (Beutler  &  Clarkin,  1990;  Beutler  et  al.,
000;  Castonguay  &  Beutler,  2006;  Norcross,  2002,  2011).
any  new  variables  have  been  incorporated  into  the  algo-
ithms  that  comprise  the  STS  assessment  and  treatment
lanning  system.  The  inclusive  nature  of  the  STS  system
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ensures  that  it  remains  up  to  date.  The  core  or  original  con-
cepts  of  matching  and  the  principles  deriving  from  these
concepts  have  been  widely  supported  in  individual  stud-
ies  (Castonguay  &  Beutler,  2006)  as  well  as  meta-analyses
(Norcross,  2011).
Researchers  have  also  conducted  a  series  of  indepen-
dent  studies,  constituting  over  100  research  papers  and
books,  using  a  variety  of  different  methodologies  (e.g.,
Beutler  et  al.,  2006;  Beutler,  Harwood,  Alimohamed,  &
Malik,  2002;  Beutler,  Harwood,  Kimpara,  Verdirame,  &  Blau,
2011;  Beutler,  Harwood,  Michelson,  Song,  &  Holman,  2011;
Beutler,  Moleiro,  &  Talebi,  2002)  to  further  reﬁne  the  STS
concepts  and  to  integrate  them  with  ﬁndings  from  other
research  groups.  These  acculturating  studies  have  been
aimed  at  validating  STS  principles  by  inspecting  patterns  of
client,  treatment,  relationship,  and  ‘‘PT  X  Tx  ﬁt’’.  Rather
than  reviewing  the  body  of  literature  exhaustively,  in  the
next  section  of  this  paper,  we  will  review  three  studies  to
illustrate  a)  the  predictive  validity  of  the  mediators  and  the
moderators  that  constitute  the  concept  of  treatment  ‘‘Fit’’;
b)  the  value  of  using  converging,  multi-method  studies  to
validate  the  principles  postulated  in  the  STS  system,  and  c)
the  current  status  of  the  ﬁeld.
The current status of empirical support for
the STS
The  three  studies  outlined  below  exemplify  what  is  known
about  the  validity  and  current  status  of  the  STS  system.
They  are  part  of  a  larger  number  of  studies  that  areaimed
at  identifying  patterns  of  patient,  treatment,  relationship,
and  ‘‘ﬁt’’  and  of  the  value  of  using  converging  methods  of
analysis.
1.  The  Additive  Effects  of  Patient,  Therapy,  Relationship,
and  Treatment  Fit  (Beutler,  Moleiro  et  al.,  2003).  This
study  focused  on  a  sample  of  co-morbid  depressed
and  chemical  abusing  patients  who  were  seen  inout-
patient  therapy.  The  study  followed  the  conventional
RCT  design  in  which  three  manualized  treatments  were
compared  (Prescriptive  Therapy,  Cognitive  Therapy,  Nar-
rative  Therapy).  However,  the  design  also  incorporated
the  suggestion  (Beutler  &  Forrester,  2014) to  include
measurements  of  additional  moderating  and  mediating
variables  in  order  to  assess  the  role  of  treatment  ﬁt  if
interventions  failed  to  prove  different  from  one  another.
Thus,  for  this  study,  the  methods  included  4  therapy
factors,  4  corresponding  patient  factors,  relationship
quality,  and  4  measures  of  ﬁt  comprised  of  therapy  X
patient  measures.  All  of  the  factors  comprised  measures
of  the  ﬁt  with  treatment  based  on  the  18  principles
identiﬁed  by  Beutler  et  al.  (2000).  The  results  revealed,
as  expected  based  on  EBT  research,  that  the  formal,
manualized  treatments  yielded  equivalent  and  very  sim-
ilar  results,  with  treatments  explaining  less  than  10%
of  the  variance  in  outcomes.  However,  when  the  data
were  reanalyzed  to  inspect  the  incremental  value  added
by  the  four  patient,  treatment,  relationship,  and  treat-
ment  X  patient  ‘‘ﬁt’’  domains  as  deﬁned  by  Beutler  and
colleagues,  the  results  were  startling.  Each  of  the  four
variable  domains  (and  their  articulated  principles)  added105
appreciable  prediction  of  outcome  of  change  in  both
depression  and  drug  use.  The  effects  of  patient  and  treat-
ment  variables,  however,  were  not  sustained  well  over
the  six  month  follow  up  period,  the  Patient  X  Treatment
ﬁt  was  a  very  good  predictor  of  long  term  maintenance.
The  immediate  and  follow  up  changes  in  depression  and
drug  use  were  similar  except  for  amounts  of  change
(90%  vs  65%)  accounted  for.  A  larger  amount  of  the  vari-
ance  among  depression  measures  was  accounted  for  by
compliance  with  the  STS  principles  than  for  measures
of  drug  abuse.  Nevertheless,  the  changes  in  depression
corresponded  with  compliance  with  the  principles  to
ultimately  account  for  over  653%  of  the  variance,  far
exceeding  the  10%  estimated  to  be  accounted  for  by  the
formal  therapies.
.  Exploring  Patterns  of  Inﬂuence  among  Mediators  and
Moderators  (Beutler  &  Forrester,  2014).  It  this  study,
raw  data  (videotapes,  audiotapes,  intake  assessment,
videotaped  sessions,  and  outcomes)  for  ﬁve  data  sets
(4  RCTs  and  1  Quasi-Expderimental  designs)  were  sub-
jected  to  a  common  procedure.  The  procedure  was
designed  to  mimic  that  undertaken  in  a  typical  outpa-
tient  clinic.  Patients  intake  materials,  for  example  were
distributed  to  a  set  of  blind  doctoral  level  clinicians
who  had  received  training  in  the  use  of  the  STS  assess-
ment  system.  Acting  as  proxy  therapists,  they  reviewed
the  intake  material  and  videotaped  intake  interview  and
then  made  ratings  of  patient  impairment  levels,  social
support,  coping  style,  resistance,  and  levels  of  distress.
They  subsequently  observed  two  therapy  sessions  and
made  notes  about  the  therapy  sessions  and  treatment
relationship.  Independent  and  blind  raters  also  reviewed
the  videotapes  and  completed  the  TPRS  to  identify  and
rate  the  quality  of  the  relationship,  available  support
systems,  the  severity  of  the  problem  and  the  types
and  qualities  of  interventions  utilized  within  the  ses-
sions.  Objective  outcomes  (changes  in  depression  and
well-being)  were  based  on  objective  self-report  instru-
ments  and  translated  to  standard  score  equivalents.  The
role  of  mediators  and  moderators  of  treatment,  based
on  the  principles  driving  the  STS,  were  assessed  in  an
analysis  of  13  postulated  relationships.  These  relation-
ships  were  based  on  the  assessment  of  4  patient  factors,
4  treatment  factors,  a  measure  of  relationship,  and
4  cross-tabulations  of  patient  and  treatment  matching
variables.  The  patient,  treatment,  and  relationship  fac-
tors  were  expected  to  (collectively)  act  as  mediators  of
change  while  the  matching  algorithms  (patient  x  treat-
ment  variables)  were  expected  to  serve  as  moderators,
differentiating  the  optimal  type  of  intervention.  Largely,
this  expectation  was  conﬁrmed.  The  overall  effect  sizes
were  d=  1.8  and  d=  1.2  for  the  prediction  of  a  good  work-
ing  alliance  and  amount  of  improvement,  respectively.
It  is  notable,  that  some  of  the  intake  variables  (e.g.,
Functional  Impairment)  not  only  served  as  mediators
of  change,  as  postulated,  but  also  served  as  modera-
tors  in  which  the  score  level  served  to  differentially
predict  outcomes.  Postulated  moderators  of  treatment
were  not  all  equally  active.  Those  that  reﬂected  the  ﬁt
between  Impairment  and  mode  of  treatment,  resistance
traits  and  directiveness  of  the  intervention,  and  coping
style  x  symptom  change/insight  objectives,  contributed
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and  treatment  strategies  that  typically  result  in  positive
change.  In  other  words,  by  identifying  how  a  patient  fares
in  terms  of  particular  factors  of  change,  STS  helps  clini-06  
strongly  to  the  development  of  the  therapeutic  relation-
ship  as  well  as  to  change.  Relationship  itself,  served
largely  as  a  mediator  of  change  but  its  inﬂuence  was
subsumed  by  the  power  of  the  matching  variables.  This
latter  study  conﬁrmed  the  role  of  mediators  and  moder-
ators  and  largely  paralleled  the  results  of  Study  #1.  As
such,  it  led  quite  naturally  to  the  development  of  the
third  study  on  therapist  training.
.  Supervision  As  A  Means  Of  Training  Therapists  To  Apply
Cross-Cutting  Principles  (Holt  et  al.,  2015).  This  study
focused  on  the  question  of  whether  therapy  outcome
could  be  improved  if  the  therapists  were  supervised  by
someone  using  the  STS  principles  and  providing  feedback
via  the  STS  reports.  Two  samples  of  patients  com-
prised  the  subsamples  on  which  treatment  efﬁcacy  was
assessed.  The  patients  were  seen  in  a  University  training
clinic  that  served  the  Palo  Alto,  California  community
and  the  therapists  were  PhD  students  in  an  APA  approved
program.  Eight  supervisors  provided  STS-assisted  super-
vision  to  the  students.  A  similar  number  of  clinician
supervisors  and  their  student  therapists  comprised  the
Supervision  as  Usual  condition.  The  patients  seen  by
STS-assisted  student  therapists  were  initially  assessed
with  the  STS/innerlife  as  well  as  outcome  and  person-
ality  measures.  They  were  followed  through  the  ﬁrst
8  to  16  weeks  of  treatment  at  which  time  outcomes
were  assessed.  The  control  group  of  therapists  were
yoked  to  the  STS-assisted  group  by  virtue  of  seeing  a
patient  who  was  admitted  just  before  or  just  after  the
patient  in  the  STS  group.  Seventeen  experimental  and
47  control  group  patients  were  followed.  Supervisors  in
the  experimental  condition  were  trained  in  a  series  of
8,  two  hour  seminars.  The  sessions  identiﬁed  and  dis-
cussed  the  8  principles  that  were  selected  from  among
a  ﬁnal  list  of  37  as  being  among  the  most  robust  and
researched.  Case  material  also  was  used  to  help  supervi-
sors  learn  to  use  the  STS  report  and  cloud-based  program.
Each  supervision  session  for  student  therapists  consisted
of  a  discussion  of  one  of  the  principles,  followed  by
a  discussion  of  the  relevance  of  the  principle  for  both
the  formulation  of  the  patient’s  problem  and  for  the
treatment  plan.  Feedback  from  the  computer-generated
treatment  report  and  the  graphs  presenting  patient  fac-
tors  was  used  to  assist  the  student’s  comprehension.
The  principle  on  the  role  of  functional  impairament  was
presented  ﬁrst,  followed  in  turn  by  3  principles  on  devel-
oping,  maintaining  and  healing  the  alliance,  dealing  with
resistance,  adjusting  to  the  patient’s  coping  style,  and
using  stage  of  readiness  to  plan  ongoing  work  and  termi-
nation.  Videotapes  of  therapy  session  were  also  observed
by  students  and  supervisors,  and  periodically,  these  were
used  to  rate  the  nature  and  frequency  of  interventions
using  the  TPRS.  Results  (Stein,  unpublished  dissertation)
revealed  strong  effects  of  STS-assisted  supervision  on
patient  outcomes.  The  patients  seen  by  student  the-
rapists  in  this  group  obtained  nearly  twice  the  mean
improvement  ratings  as  the  control  group.  Overall,  the
difference  between  effect  sizes  for  STS  assisted  and
Supervision  as  usual  patients  was.  .67,  a  strong  effect.
Both  student  therapists  and  their  supervisors  were  very
satisﬁed  with  the  procedures  used  and  with  the  efﬁcacy
of  the  STS.
cL.E.  Beutler  et  al.
onclusions
he  STS  is  a  prototype  of  Integrative  Therapy  that  is  based
n  the  identiﬁcation  and  application  of  multiple  empirically
erived  principles  of  change  that  reﬂect  the  role  of  media-
ors  as  well  as  the  moderating  effects  that  comprise  therapy
t.  This  model  is  founded  upon  the  argument  that  no  par-
icular  treatment  model  works  well  universally,  across  all
atients,  and  most  interventions  work  well  on  some  patients
Beutler  &  Harwood,  2002).  Logically,  therefor,  if  the  ther-
py  environment  and  procedures  can  be  tailored  to  each
atient,  higher  improvement  rates  should  be  observed.  How-
ver,  it  is  also  acknowledged  that  by  deﬁning  psychotherapy
roadly  to  include  external  moderators  and  mediators  in
ddition  to  interventions,  the  parameters  of  inﬂuence,  can-
ot  be  established  if  one  relies  solely  on  a  single  research
ethodology.  RCT,  widely  considered  the  ‘‘gold  standard’’
or  validating  psychotherapeutic  inﬂuences  accounts  for  a
elatively  small  percentage  of  the  change  occurring  among
reated  patients  and  has  failed  to  illucidate  clear  differ-
nces  in  efﬁcacy  when  RCT  based  therapies  are  compared
o  treatments  as  usual  or  even  with  one  another  (Norcross
 Lambert,  2006;  Wampold,  2001).  These  failures  alone
nderline  the  conclusion  that  other  factors  besides  inter-
entions  and  diagnosis  alone  inform  optimal  psychotherapy
utcomes.  Thus,  multiple  methods  designed  to  reveal  unveil
ffects  are  required  to  adequately  test  psychotherapy.  We
ave  reviewed  three  studies  with  diverse  methodologies,  all
f  which  converge  on  similar  results  and  offer  these  conver-
ences  as  examples  of  how  such  studies  can  reveal  causal
hains.
For  instance,  Study  #1  reviewed  in  the  previous  sec-
ion,  was  a  randomized  control  trial  comparing  three
ifferent  treatments  (i.e.,  cognitive  therapy,  narrative  ther-
py,  and  prescriptive  therapy)  on  comorbid  depressed  and
hemically  dependent  patients  that  found  no  signiﬁcant  dif-
erences  among  the  three  manualized  treatments  studied
Beutler,  Moleiro  et  al.,  2003).  Clinicians  might,  therefore
e  left  wondering  what  particular  components  are  respon-
ible  for  psychotherapeutic  success,  if  such  gains  cannot  be
ttributed  to  type  of  therapy  alone.  Study  #1  supported  the
ontention  of  Beutler,  Moleiro  et  al.  (2003)  that  it  is  not  the
nterventions  alone  that  produce  treatment  effects.  Patient,
reatment,  relationship,  and  patient-matching  variables
ffer  independent  contributions  to  the  prediction  and  devel-
pment  of  positive  treatment  outcomes.  The  roles  of  these
actors  are  usefully  expressed  as  principles,  which  deﬁne
he  strategic  decisions  by  which  one  conducts  effective
sychotherapy.  Study  #1  higlighted  the  additive  effects  of
ompliance  with  different  principles  in  effecting  and  main-
aining  change.  Following  empirically  derived  principles
ather  than  theoretical  models,  moreover,  were  revealed  to
ncrease  the  power  and  effects  of  treatment,  particularly
uring  long  term  follow-up.
STS  principles  identify  the  common  moderators  that  are
nherent  to  successful  treatment  regimens  and  matches
hese  predictors  or  moderators  of  change  with  patient  assetsians  to  adapt  treatment  such  that  it  is  more  tailored  to
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the  patient’s  particular  presentation,  rather  than  adher-
ing  to  the  diagnosis  alone  or  the  particular  orientation  of
the  therapist.  STS  affords  the  therapist  freedom  to  apply
various  procedures,  regardless  of  their  theoretical  origin,
such  that  they  do  not  initiate  patient  resistance,  with  the
awareness  that  therapist  creativity  may  be  a  useful  way  to
construct  ways  of  altering  treatment  to  enhance  ﬁt.  Study
#2  illustrated  the  ﬂexibility  of  the  STS  approach  as  a  cross-
cutting  approach.  Therapists  working  in  different  clinical
trials  and  representing  six  different  treatment  brands  ini-
tially  failed  to  demonstrate  the  superiority  of  any.  However,
when  the  data  were  analyzed  in  terms  of  their  compliance
with  the  principles,  which  emphasize  strategies  rather  than
speciﬁc  techniques,  patients  across  the  treatment  spectrum
responded  positively.  Outcome  was  strongly  related  to  level
of  therapist  compliance  with  the  STS  principles,  even  when
they  did  not  intend  to  do  so.  Accidental  pairings  or  ther-
apist  skill,  the  results  indicate  that  the  STS  principles  are
cross-cutting  and  induce  change  among  several  different
modalities  and  models.
Although  the  clinician  can  use  STS,  it  can  also  be
employed  as  a  supervisory  tool  to  help  enhance  the  over-
all  process  of  supervision  as  well  as  subsequent  patient
treatment  outcomes.  The  nature  of  supervision  for  train-
ing  psychotherapists  has  remained  somewhat  unstructured,
and  the  majority  of  supervisors  employ  an  integrative
approach  to  treatment.  STS,  therefore,  offers  additional
structure  to  such  integrative  practice  by  using  common
dimensions  to  help  standardize  the  objectives  and  out-
comes  of  supervision  for  training  clinicians  and  serve  as
a  foundation  for  theory-speciﬁc  training  regimens.  Draw-
ing  upon  the  previous  studies  and  the  list  of  principles
deﬁned  by  Constantino  et  al.  (In  press),  Holt  and  colleagues
(Study  #3)  extracted  8  STS  principles  and  trained  clini-
cal  supervisors  in  their  use  in  practice  and  supervision.
This  study  addressed  the  disparity  between  the  evidence-
based  practice  focus  of  theories  and  the  various  personal
models  of  therapy,  demonstrating  that  STS  principles  tran-
scend  theoretical  differences  as  well  as  supervisory  styles
to  facility  patient  change.  Indeed,  STS  assisted  supervision
outperformed  Supervision  as  Usual  and  facilitated  patient
change.
References
Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive
Therapy of Depression. New York: Guilford.
Beutler, L. E. (1983). Eclectic psychotherapy: A systematic
approach. New York: Pergamon Press.
Beutler, L. E. (2009). Making science matter in clinical practice:
Redeﬁning psychotherapy. Clinical Psychology: Science and
Practice, 16,  301--317.
Beutler, L. E. (2014). Welcome to the party, but. Psychotherapy,  51,
469--499.
Beutler, L. E., Blatt, S. J., Alimohamed, S., Levy, K. N., & Angtu-
aco, L. (2006). Participant factors in treatment conditions with
dysphoria. In L. G. Castonguay, & L. E. Beutler (Eds.), Principles
of Therapeutic Change that Work (pp. 13--63). New York: Oxford
University Press.
Beutler, L. E., & Clarkin, J. F. (1990). Systematic treatment selec-
tion: Toward targeted therapeutic interventions. New York:
Brunner/Mazel.
G
H107
eutler, L. E., Clarkin, J. F., & Bongar, B. (2000). Guidelines for the
systematic treatment of the depressed client. New York: Oxford
University Press.
eutler, L. E., & Forrester, B. (2014). What Needs to Change: Mov-
ing from Research Informed Practice to Empirically Effective
Practice. Journal of Psychotherapy Integration, 24,  168--177.
eutler, L. E., Forrester, B., Gallagher-Thompson, D., Thompson,
L., & Tomlins, J. B. (2012). Common, speciﬁc and treatment ﬁt
variables in psychotherapy outcome. Journal of Psychotherapy
Integration, 22,  255--281.
eutler, L. E., & Harwood, T. M. (2002). Prescriptive psychotherapy:
A practical guide to systematic treatment selection. New York:
Oxford University Press.
eutler, L. E., Harwood, T. M., Alimohamed, S., & Malik, M.
(2002). Functional Impairment and Coping Style. In J. Norcross
(Ed.), Psychotherapy Relationships that Work: Therapist Con-
tributions and Responsiveness to Client Needs (pp. 145--170).
New York: Oxford University Press.
eutler, L. E., Harwood, T. M., Kimpara, S., Verdirame, D., & Blau,
K. (2011). Coping Style. In J. C. Norcross (Ed.), Relationships
that work: Therapist Contributions and Responsiveness to Client
Needs (2nd ed., pp. 336--353). New York: Oxford University Press.
eutler, L. E., Harwood, T. M., Michelson, A., Song, S., & Holman, J.
(2011). Resistance Level. In J. C. Norcross (Ed.), Relationships
that work: Therapist Contributions and Responsiveness to Client
Needs (2nd ed., pp. 261--278). New York: Oxford University Press.
eutler, L. E., Malik, M., Alimohamed, S., Harwood, T. M., Talebi,
H., Noble, S., & Wong, E. (2003). Therapist variables. In M. J.
Lambert (Ed.), Handbook of psychotherapy and behavior change
(5th ed., pp. 227--306). New York: John Wiley and Sons.
eutler, L. E., Moleiro, C., Malik, M., Harwood, T. M., Romanelli,
R., Gallagher-Thompson, D., & Thompson, L. (2003). A com-
parison of the dodo, EST, and ATI factors among comorbid
stimulant-dependent, depressed patients. Clinical Psychology &
Psychotherapy, 10,  69--85. http://dx.doi.org/10.1002/cpp.354
eutler, L. E., Moleiro, C., & Talebi, H. (2002). Resistance. In J. C.
Norcross (Ed.), Psychotherapy Relationships that Work: Ther-
apist Contributions and Responsiveness to Client Needs (pp.
1229--2144). New York: Oxford University Press.
eutler, L. E., Williams, O. B., & Norcross, J. N. (2008).
Innerlife.com. A copyrighted software package for treatment
planning. At www.innerlife.com.
astonguay, L. G., & Beutler, L. E. (Eds.). (2006). Principles of Ther-
apeutic Change that work: Integrating relationship, treatment,
client, and therapist factors.  New York: Oxford University Press.
astonguay, L. G., Newman, M. G., Borkovec, T. D., Holtforth, M.
G., & Maramba, G. G. (2005). Cognitive-behavioral assimilative
integration. In J. C. Norcross, & M. R. Goldfried (Eds.), Handbook
of Psychotherapy Integration (2nd ed., pp. 241--260). New York:
Oxford.
onstantino, M. J., Beutler, L. E., & Castonguay, L. (Eds.) (in press).
Principles of Psychotherapeutic Change that work (Volume II):
Clinical Applications. New York: Oxford University Press.
orbella, S., Beutler, L. E., Fernandez-Alvarez, H., Botella, L.,
Malik, M. L., Lane, G., & Wagstaff, N. (2003). Measuring cop-
ing style and resistance among Spanish and Argentine samples:
Development of the Systematic Treatment Selection Self-Report
(STS-SR) in Spanish. Journal of Clinical Psychology,  59,  921--932.
isher, D., Beutler, L. E., & Williams, O. B. (1999). Making assess-
ment relevant to treatment planning: The STS Clinician Rating
Form. Journal of Clinical Psychology,  55,  825--842.
oldfried, M. R. (Ed.). (1982). Converging themes in psychotherapy:
Trends in psychodynamic, humanistic, and behavioral practice.
New York: Springer.oldstein, A. P., & Stein, N. (1976). Prescriptive psychotherapies.
New York: Pergamon.
arwood, T. M., & Beutler, L. E. (2008). EVTs, EBPs, ESRs, and
RIPs: Inspecting the varieties of research based practices. In
1H
K
K
K
L
L
M
M
N
N
N
N
R
R
S
S
T
T08  
L. L’Abate (Ed.), Toward a science of clinical psychology. Labo-
ratory evaluations and interventions (pp. 161--176). New York:
Nova Science Publishers.
olt, H., Beutler, L. E., Kimpara, S., Macias, S., Haug, N. A., Shiloff,
N., & Stein, M. (2015). Evidence-based supervision: Tracking
outcome and teaching principles of change in clinical supervi-
sion to bring science to integrative practice. Psychotherapy,  52,
185--189.
endall, P. C., & Beidas, R. S. (2007). Smoothing the trail for dis-
semination of evidence-based practices for youth: Flexibility
within ﬁdelity. Professional Psychology: Research and Practice,
38,  13--20.
impara, S., Regner, E.R., & Beutler, L.E. (2013, April). Systematic
Treatment Selection: How to Assess Effectiveness of Therapist
Interventions. Paper presented at the Western Psychological
Association Annual Meeting, Reno, Nevada, April 25--28.
lerman, G. L., Weissman, M. M., Rounsaville, B. J., & Chevron, E.
(1984). Interpersonal psychotherapy of depression.  New York:
Basic Books.
azurus, A. A. (1967). In support of technical eclecticism. Psycho-
logical Reports, 21,  415--416.
uborsky, L., Chandler, M., Auerbach, A. H., Cohen, J., & Bachrach,
H. M. (1971). Factors inﬂuencing the outcome of psychotherapy:
A review of quantitative research. Psychological Bulletin, 75,
145--185.
alik, M. L., Beutler, L. E., Gallagher-Thompson, D., Thompson,
L., & Alimohamed, S. (2003). All cognitive therapies alike? A
comparison of cognitive and non-cognitive process and impli-
cation for the application of empirically supported treatment
(ESTs). Journal of Consulting and Clinical Psychology,  71,
150--158.
eltzoff, J., & Kornreich, M. (1970). Research in psychotherapy.
New York: Atherton.
WL.E.  Beutler  et  al.
orcross, J. C. (Ed.). (1986). Handbook of eclectic psychotherapy.
New York: Brunner/Mazel.
orcross, J. C. (Ed.). (2002). Psychotherapy Relationships that
Work: Therapist Contributions and Responsiveness to Client
Needs. New York: Oxford University Press.
orcross, J. C. (Ed.). (2011). Psychotherapy relationships that
work: Evidence-Based Responsiveness.  New York: Oxford Univer-
sity Press.
orcross, J. C., & Lambert, M. J. (2006). The therapy relationship.
In J. C. Norcross, L. E. Beutler, & R. F. Levant (Eds.), Evidence-
based practices in mental health: Debate and dialogue on the
fundamental questions (2nd ed., pp. 208--218). Washington, DC:
American Psychological Association.
ogers, C. (1957). The necessary and sufﬁcient conditions of ther-
apeutic personality change. Journal of Consulting Psychology,
21,  95--103.
ogers, C. (1980). A Way of Being. Boston: Houghton Mifﬂin.
trupp, H. H. (1978). The therapist’s orientation: An overrated
variable. Psychotherapy: Theory, Research and Practice, 15,
314--317.
trupp, H. H., & Binder, J. (1984). Psychotherapy in a New Key. A
Guide to Time-Limited Dynamic Psychotherapy.  New York: Basic
Books.
horne, F. C. (1957). An evaluation of eclectically oriented psy-
chotherapy. Journal of Consulting and Clinical Psychology,  21,
459--464.
ruax, C. B., & Mitchell, K. M. (1971). Research on certain therapist
interpersonal skills in relation to process and outcome. In A. E.
Bergin, & S. L. Garﬁeld (Eds.), Handbook of Psychotherapy and
Behavior Change (pp. 299--344). New York: John Wiley.
ampold, B. E. (2001). The Great Psychotherapy Debate: Models,
Methods, and Findings. Hillsdale. New Jersey: Lawrence Erl-
baum.
